PATIENT, aged 61, Commander R.N. (ret.).
History.-Has always had a dry skin. When aged 15, and still on the Britannia, first noticed a dry scaly eruption on lower abdomen, flexor aspects of elbows and knees, and slightly on back. Is certain there was no itching either then or subsequently. Various practitioners, including the late Dr. Liveing, diagnosed psoriasis. The conldition had never entirely cleared up, but persisted as "blotches and spots " until early in 1927, when the character of the eruption seemed to change. It became more red and angry-looking, especially on the legs and the back of the thighs, and appeared to be raised above the surface. Other parts of the body were attacked, and a patch over the precordium, alleged to have been rubbed by carrying a golf-bag under the arm, " became raw and began to discharge."
The strap of the bag is alleged to have caused similar ulceration on left shoulder. Twelve or more spots have broken down similarly and healed extremely slowly under a scab.
Two types of lesion are present: (a) Reddish-fawn coloured, flat, slightly scaly patcbes, of various sizes, shapes and degrees of soft infiltration. Some resemble a well recognized type of seborrhoeic dermatitis.
(b) Flat, raised, soft nodular lesions, varying in size from pea to thumb-nail with pronounced tendency to necrose, and heal exceedingly slowly under a relatively adherent scab, from the margins of which small quantities of sticky mucoid pus are occasionally discharged. The mucous membranes are unaffected, and there is no recognizable enlargement of glands.
The Wassermann reaction is negative. A blood-count shows no variation from the normal.
Examination of smears of the discharge and cultural tests have revealed a hbemolytic staphylococcus from which a vaccine has been prepared.
The usual response to X-ray treatment of the ulcers and infiltrations is present in a minor degree only, and is delayed.
Report on biopsy of a small early unbroken nodule (Dr. Embleton): THE case is one of "erythro-cyanosis (frigida) crurum puellarum," according to prevailing Continental nomenclature,' limited to the right feg, which is presumably a locus minoris resistentise, owing to infantile paralysis in early life.
The patient, E. K., now aged 20, first came to my attention in May, 1927, on account of the chronic erythematous condition of the lower part of the leg, which I had discussed in 1925.2 The condition in this case was limited to the right leg, which was slightly smaller in circumference and length than the left, probably as a result of infantile paralysis in early life.
The erythema or erythro-cyanosis had been present for the last two and a half years, but had been less noticeable in summer. She was "plump" and apparently free from other complaints. In particular there were no signs of anything wrong inthe thoracic organs or in the blood-count; the brachial blood-pressure was, systolic, 130 mm. Hg; diastolic, 95 mm. Hg. The blood-serum gave negative Wassermann and Meinicke reactions, and the Pirquet cuti-reaction for tuberculosis was negative. The local condition in the leg was much improved by a period of rest in bed.
The erythro-cyanosis is, however, still present in the lower part of the right leg, especially purplish swellings in the ankles behind the malleoli on both sides of the tendo Achillis. Moreover, from sitting at the fire, she has now developed a marked erythema reticulatum ab igne in both legs; this is of only about three months' duration.
I think that the easy development of a high degree of erythema reticulatum suggests that there is a constitutional defect in the peripheral circulaticn (veins and capillaries) in the present case, and I think that the unilateralism of the erythrocyanosis points to the constitutional defect being greater in the right leg, probably as a result of previous infantile paralysis in that leg. In regard to the occasional supervention of true (tuberculous) erythema induratum (Bazin's disease) in erythrocyanosis cases it is interesting that in the present patient the Pirquet cuti-reaction for tuberculosis was negative.
I have lately had reason to believe that an erythromelalgic condition of a hand, with paroxysms of intense flushing and local heat, may supervene on a previous chronic chilblainy condition; and it is possible that in severe chronic erythrocyanosis cases similar erythromelalgia-like flushing may supervene, owing to involvement of the peri-arterial sympathetic nerve supply. I now regard erythromelalgia3 as a syndrome due to a chronic inflammatory state of the peri-arterial sympathetic nerve supply to the affected part. The operation of peri-arterial sympathectomy (or some modification) has been tried in at least two erythrocyanosis cases, with no beneficial results, but it does not follow that it might not be of service in some erythromelalgic cases, in which the peri-arterial sympathetic i Cf. A. V. Karwowski, Dermat. Wochenschr., Leipzig, 1927, lxxxv, p. 
